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Causes (DELIRIUM)

Dehydration Dementia Deoxygenation
Electrolyte imbalance

Liver impairment

Infection Illness Injury (Pain) Immobility
Renal impairment

Intracranial causes

Urinary retention/constipation

Medication Multiple drugs

Non-pharmacological management
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Drug related Reduce or stop suspected medication as appropriate or switch to
®  Opioids suitable alternatives
®  Corticosteroids
®  Benzodiazepine or other sedatives
®  Anticholinergic drugs or antimuscarinics
that cross the blood/brain barrier
Withdrawal: May be appropriate to allow the patient to continue to use
®  Alcohol, nicotine, benzodiazepines, responsible agent. Nicotine patches may be useful
opioids
Metabolic: Treat any reversible causes if possible
®  Respiratory failure
B Liver failure, renal failure
®  Hypoglycemia, hyperglycemia
®  Hypercalcemia
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®  Adrenal, thyroid or pituitary dysfunction

B Tnfection

B Nutrition

Raised intracranial pressure

Dexamethasone 8 -16 mg or 6.6 — 13.2 mg SC (using 3.3 mg/mL
strength) for 1 week, and then reduce over 2-4 weeks to lowest
dose which maintains benefit. (if treated with radiotherapy,
steroids should be continued until 1week post treatment, and
then reduced as above)

Consider trial of dose increase if symptoms recur

Other:

®  Circulatory (dehydration, shock, anemia)

®  Pain

®  Constipation

®  Urinary retention
®  Sleep

®  Environment

Treat reversible causes appropriately if possible

Situation

Management
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Delirium where sedation undesirable

-Haloperidol 0.5-1 mg PO at night or BID. This can be increased
gradually if necessary — maximum 10 mg/24hr (extrapyramidal
side effect at high dose)

or 0.25-0.5 mg PO or SC prn q 1 hr + regular dose

-Consider a benzodiazepine if alcohol withdrawal is suspected
1. Lorazepam start 0.5 — 1 mg PO or SC
2. Midazolam 2 -5 mg SCq1 -2 hr

3. Diazepam 5 mg PO 130 rectal suppo q 8 — 12 hr

Agitated delirium where sedation would be
beneficial
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sedation (Midazolam — first line drug)

-Quetiapine 12.5-25 mg PO prn q 6 hr (side effect: orthostatic
hypotension)
-Olanzapine 2.5 mg — 5 mg PO or SL (sublingual) OD or BID
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(ANFDANDN refractory delirium Lﬂu"lgl)ﬂﬁﬁl%ﬁ -Risperidone 0.25-1 mg PO every 12-24 hr. (max 4 mg/day)
WUUDY 3 oUAULTN1UNI591 palliative sedation) | (side effect: extrapyramidal at doses > 6 mg/day, orthostatic
hypotension)

-Levemepromazine 12.5 — 25 mg po or SC q 6-8 hr.

If > 2 doses given in 24 hr, please consult specialist

Acute disturbed, violent or aggressive; at risk -Haloperidol 1.5 — 5 mg SC or IM repeat as needed after 20-30
to themselves or others min
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Avoid antipsychotic drugs for people with conditions such as Parkinson’s disease or dementia with Lewy bodies
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